increased for both racial groups, but the disparity between them persists. A white infant born in 1990 had a 7-year life expectancy advantage over a black infant. Moreover, for several indicators of health status, the black-white gap has been widening in recent decades. The Report of the Secretary's Task Force on Black and Minority Health indicated that there were 59,000 excess deaths for blacks in the US in 1980. 4 That is, almost 60,000 African-Americans died who would not have died if the mortality experience of blacks was the same as that of the white population. Table III Similarly, the infant death rate for African-Americans in 1990 (17.0) was about 2.5 times lower than it was in 1950. However, a black infant born in 1990 was 2.2 times more likely to die before her or his first birthday than a white infant.
Thus, the decline in infant death rates for whites has been much more rapid than that of blacks, such that the health gap between the two racial groups has widened.
Although more rapid health improvements for the white population, compared with the black population, are, in part, responsible for the widening racial disparities in health, at least during the decade of the 1980s there is evidence not only of the relative, but also the absolute, deterioration of the health status of the black population. Over this same time period, the life expectancy for whites progressively increased, so that the black-white gap in 1992 was wider than in 1984.
This pattern of health differentials indicates that we should approach deliberations about urban health with a certain sense of urgency. It also suggests that the challenges to African-American health cut across a broad range of disease conditions, and that it is unlikely that any single gene is responsible for this pervasive pattern of disparities. We all recognize that a complex "web of causation" underlies much chronic disease and the social distribution of disease. As
Krieger has argued, 6 we need to devote more attention to identifying the "spiders"
that are responsible for spinning the web in the larger environment. An understanding of the determinants of this differential distribution of health problems in racial groups is a prerequisite to the development and targeting of effective programs and services to address them. This paper argues that racial differences in health reflect the power of some very virulent, but often unrecognized, spiders in the social environment. This is contrary to the traditional approach to understanding racial differences in health, which has viewed race as capturing biological homogeneity and black-white differences in health as largely determined genetically.
WHAT DOES "RACE" REPRESENT'/
Early explanations for health status differences among the races focused on biological differences between racial groups. Medical research in the 19th century documented health status differences between blacks and whites and used these disparities to support the proposition that blacks were biologically inferior to whites and, therefore, more susceptible to a host of illnesses. 7 This biological approach views racial categories as useful classifications of genetic differences among human population groups. Underlying this biological view are the assumptions that race is a valid biological category, that the genes that determine race also determine the number and types of health problems that an individual will have, and that the health of a population is largely determined by its genetic constitution. 8 In contrast, scientific evidence suggests that race is more a social than a biological category. First, the concept of race predated modern scientific theories of genetics. In the context of slavery and imperial colonialism, race was a useful construct, both for classifying human variation and for providing an apparent scientific justification for the exploitation of groups that were regarded as inferior. However, although an African-American born and raised in the South, a Jamaican, a Haitian, a Kenyan, and an African-American born and raised in the Northeast are all black, they are likely to differ in beliefs, behavior, and even biology. Third, racial labels tend to be used in an unflattering way in the everyday practice of medicine, and black patients are more likely than white patients to be identified by a racial label in medical case presentations. 24 However, although race is strongly related to SES, the two concepts are not equivalent. Despite the strong association between race and poverty, for example, two-thirds of blacks are not poor, and two-thirds of all poor Americans are white.
Moreover, race tends to have an effect on health independent of SES. That is, within each level of SES, blacks tend to have worse health status than whites. This is readily evident in national data for self-assessed health (a subjective indicator of health that is related to mortality and other objective measures). and lack motivation and willpower to pull themselves out of poverty. Only 17% of whites believe that blacks are hard-working, and only I in 5 believe that blacks are intelligent. Substantial numbers of whites opted for the "Neither" response category on these questions. The extent to which social desirability concerns underlie this pattern is not known. It is also instructive that almost 4 of 5 whites rejected a biological explanation (blacks have less inborn ability) for the social situation of African-Americans. Instead, in these and other data, whites point to motivational and cultural differences as the reasons why blacks have worse jobs, income, and housing than whites. Thus, there appears to be a shift over time from the racism that emphasizes the biological inferiority of blacks to one that focuses on cultural inferiority.
The dominant society's ideology of the inferiority of blacks was actively translated into policies that facilitated the social exclusion of and truncated economic mobility for the black population. Many health researchers and policy makers understand that there is an association between race and SES, but tend to view SES as a confounder of the relationship between race and health. Instead, SES is part of the causal pathway by which racism affects health. Race is causally prior to SES, and differences between the races in SES reflect, in part, the impact of economic discrimination produced by large-scale societal structures. That is, the black-white differences in SES noted above are a direct result of the systematic implementation of institutional policies based on the premise of the inferiority of blacks and the need to avoid social contact with them. Racial residential segregation, for example, has been a primary institutional mechanism by which racism has operated in American society. 3s' 39 A "web of discrimination" that involved federal housing policies, banks, real estate companies, and white neighborhood organizations led to the concentration of African-Americans in deprived socioeconomic residential environments. More important, residential segregation determined housing conditions and educational and unemployment opportunities and thus truncated economic mobility for African-Americans.
Because of this economic discrimination practiced by large-scale societal institutions, socioeconomic variables are not equivalent across racial groups. AfricanAmericans and Hispanics have considerably lower income returns for a given level of education than whites. 4~ Racial differences in wealth are much larger than those for income, such that focusing on income dramatically underestimates racial differences in economic resources. For example, the median net worth for whites is 10 times that of blacks and, for households at the lowest quintile of income in the United States, African-Americans have a median net worth of $1, compared with over $10,000 for whitesJ 1 Much of this racial gap in wealth is due to differences between the races in home equity, which can be directly traced to the systematic discrimination practiced by banks, the real estate industry, and federal housing agencies earlier this century. 42
Other data reveal that the purchasing power of income also varies dramatically by race. African-Americans tend to live in more-marginalized urban areas, where the cost of housing, food, groceries, auto insurance, and other services are considerably higher than in more desirable suburban neighborhoods. 4~ In addition, some data suggest that African-Americans also encounter systematic discrimination in the purchasing of goods, which leads to considerably higher costs. One clear example of this is the study by Ayres 43 that examined racial differences in the purchase price of new cars offered to black and white males and females. This carefully designed study sent black and white testers to auto dealerships. All of the testers followed the same script. The study found that there were dramatic differences by race and gender in the sales price offered to the testers. Compared to the best price offered to white men, white women had to pay a 40% markup, There is a fairly consistent pattern of racial differences in the receipt of a broad range of diagnostic and treatment proceduresJ 6 
T.E ST,~MA oF I.~ER,OR~TV
What are the consequences of growing up black in a society in which one's race is viewed negatively? Some research suggests that assumptions of inferiority at the societal level have negative consequences for at least some members of stigmatized groups. That is, a stigma of inferiority may create specific expectations, anxieties, and reactions that affect the functioning of marginalized groups.
Research across a broad range of societies (in the United Kingdom, Japan, India, South Africa, Israel) indicates that groups that are socially unequal have lower scores on standardized tests. 51 Moreover, as groups move to political and social parity over time, test scores converge and in some cases have disappeared.
Similarly, Steele and Aronson's research indicates that, when African-American students are explicitly confronted with the stereotype of black intellectual inferior-ity, their performance on an examination is adversely affected. ~2' s3 This effect occurs among black youths who were successful enough to be accepted at Stanford University. What happens to those less favored? Moreover, this phenomenon is quite robust. The performance of women on a standardized examination was also affected adversely when the women were told in advance that women usually do worse than men, and white men also performed poorly when they were contrasted with Asians. ~1
It also appears that the health status of minority group members is affected adversely when they endorse the dominant society's ideology of their group.
Research by Taylor 
HEA'T.-E..ANC.,~G REsourcEs
There is a paradox in African-American health that should also be considered. Rates of schizophrenia are slightly higher for blacks, but the difference is not significant when differences in socioeconomic status is controlled. Recent data from the first study used in a national probability survey to assess psychiatric disorders in the US are even more striking. 79 In this study of over 8,000 adults, blacks had rates of mental illness that were lower than those of whites. Lower rates for blacks than whites were particularly pronounced for the affective disorders (depression) and the substance use disorders (alcohol and drug abuse).
Thus, although blacks confront a broad range of social conditions that are risk factors for mental illness, they do not have higher rates of suicide or higher rates of mental illness than whites. These findings emphasize the need for renewed attention to identify the cultural strengths and health-enhancing resources within the black community. Two social institutions--the family and the church--stand out as crucial for the black population. Strong family ties and an extended family system are important resources that may reduce some of the negative effects of stress on the health of black Americans. At the same time, a recognition of the strengths of black families should not be used to romanticize them as if they were a panacea for a broad range of adverse living conditions. While these networks of mutual aid and support do facilitate survival, they are also likely to provide both stress and support. Moreover, it is likely that cutbacks in government-provided social services in recent years have increased the burdens and demands on the support services provided by the black family.
The black American church has been the most important social institution in the black community. These churches have historically been centers of spiritual, social, and political life. Recent studies of African-American churches document that, as in the past, they are involved in providing a broad range of social and human services to the black community, s~ At least some black churches also serve as a conduit to the formal mental health system, s3 and the African-American In summary, there are large and pervasive racial differences in health. Their causes are not obscure and unknown. The roots of black-white differences in health are not due primarily to differences in beliefs and biology. Instead, they are driven by fundamental societal inequalities. Today, we can make a new commitment to liberty, justice, and equality for all by mustering the political will to eliminate some of the fundamental inequities in society that lie at the foundation of health disparities.
